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Abstract
In this study, we present herein a case of delayed giant abdominal wall hernia after blunt traumatic with small 
intestine and bladder injury. In a traffic accident the patient had closed abdominal injury with small intestine and 
bladder injury. Intra-abdominal hemorrhage was diagnosed by paracentesis and B-mode ultrasound tomography, so 
exploratory laparotomy was taken. Four months after surgery a giant abdominal wall hernia was found by CT, the 
hernial sac was intestinal canal. The defect was repaired using prolene mesh. In order to facilitate the communication 
of clinical medicine and forensic identification, the analysis of traumatic cause was discussed.
© 2011 Published by Elsevier Ltd. 
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1. Introduction
Traumatic abdominal hernia is a rare injury, as early as in 1964 it was reported [1]. It was defined as
herniation through disrupted abdominal wall musculature and fascia associated with adequate trauma, 
without skin penetration, and no evidence of a prior hernia defect at the site of injury. It is also called 
‘‘handlebar hernia’’ [2, 3]. Traumatic abdominal wall hernia is a complication of abdominal trauma; it is 
always associated with gastrointestinal tract perforation, visceral and vascular rupture, and intraabdominal 
inflammations [4]. Herein, we present an unusual case of traumatic abdominal wall hernia in which 
herniation of the intestines was noted three months and one week after surgery, and we make discussion 
of analysis of traumatic cause for the case.
2. Materials
A 40-year-old man was admitted to the department of surgery in local hospital five hours after he had
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an accident. He collided with a car while driving an automobile and was hit by the steering wheel against 
the lower abdomen, and he denied any loss of consciousness and complained of abdominal pain. 
Physical examination of the abdomen revealed an area of ecchymosis and tenderness across the 
abdomen, and no soft tissue bulge was found, there was guarding of the abdominal wall with rebound 
tenderness. Bowel sounds were present, and shifting dullness was detected on percussion. Much unclotted
blood was extracted from the abdominal cavity. There was a wound, about 10cm, in the inferior anterior 
segment of right leg, deep to shin bone, active bleeding, and the bone was revealed. The feeling of right 
lower extremity was bad accompanied with poor peripheral blood supply. B-mode ultrasound tomography
showed seroperitoneum, suspected bleeding, but no abnormalities of the liver and spleen. X-ray showed 
the right tibiofibula fracture. The chest, the pelvis, the right femoral bone, the right articular genu and 
ankle mortise was no abnormality seen. Laboratory evaluations of complete blood count, biochemical
analysis, and urinalysis were normal. Diagnosis: abdomen closed wound, Intraabdominal hemorrhage,
Hemorrhagic shock, Comminuted and open fracture of the right tibio-fibula, and Contusion of bladder.
Based on the physical examination and B-mode ultrasound tomography, the patient was taken to the 
operating room for exploratory laparotomy. During emergency laparotomy via the abdominal right lower 
paramedian incision about 15 cm, the peritoneal cavity was entered and approximately 250 ml of free 
blood was encountered. A mesenteric tear with active bleeding and bladder contusion were found, and a 
complete transverse rupture of the jejunum was located about 70 cm distal to the ligament of Treitz. The 
bleeder was ligated after discovered, 50 cm length of the ileum was cut down, and then the broken ends 
were inosculated. And the tears in the mesentery, about 8 cm in size, also were repaired. He made an 
uneventful recovery and was discharged from the hospital on the fifteenth postoperative day and was sent 
to higher hospital to treat. The abdomen physical examination of the higher hospital: An operation scar on
the right lower abdomen wall, 15 cm in size, tenderness was present, a haematoma, diameter 8 cm in size,
under right abdominal wall. One month after operation, some liquor puris flew from the operation scar, so 
to cut open to drain, and the wound healed well two months later.
Fig. 1. Five weeks after the first operation, abdominal CT scan showed part of the rectus abdominis was absent and rupture of 
abdominal wall with herniation of small bowel was formed.
Then, after a week, CT (computed tomography) showed part of the rectus abdominal was absent and
rupture of abdominal wall with herniation of small bowel was formed, as shown in Fig. 1. Muscular tissue 
could not be palpated in the mid and right lower quadrant. A fluctuating mass, 20 cm × 20 cm in size, was 
noted in the inferior belly when the patient stood up; the mass was exquisitely tender to palpation. The 
patient denied any previous abdominal wall defects. Intestinal canal located hypoderma and was reducible, 
ambit of muscle layer coloboma was about 25 cm × 15 cm. Five months after the first surgery, a second 
operation-herniorrhaphy was carried out, and the patient was discharged in stable condition.
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3. Discussion
Traumatic abdominal wall hernia is defined as herniation of the intraabdominal content through 
disrupted musculature and fascia associated with adequate trauma, without skin penetration and peritoneal 
sac and no evidence of a prior hernia defect at the site of injury, and it is always caused by traffic 
accidents [5-11], sometimes it is produced by handlebar or any other unyielding object, so called it 
handlebar hernia [2]. As the skin is more elastic than other layers of the abdominal wall and remains 
intact even though the musculature and fascia are disrupted, abdominal wall hernia develops when 
traumatic force, blunt enough not to penetrate the skin but severe enough to cause the disruption of 
abdominal musculature and fascia, is applied suddenly [6, 12-15]. Traumatic abdominal hernias have 
three types according to the size of injury and mechanism: small defects caused by blunt injury; larger 
defects caused by high-energy transfer such as motor vehicle crashes; rare intraabdominal bowel hernias 
with deceleration injuries. Clinical features of traumatic abdominal wall hernias include a subcutaneous 
fluctuant swelling with a zone of ecchymosis; the mass could reduce or enlarge with the position of the 
patient. In patients with this type of hernia, abdominal CT demonstrates a wall defect, the anatomy of the 
torn muscular layers, and the hernia contents. And traumatic abdominal wall hernias always accompanied 
with damaged of organs or intestinal canal, most of them can be cured by operation, but immediate 
surgery does not prevent late squealed [7-11].
Generally, blunt traumatic abdominal hernias could be discovered by CT or physical examination at 
the preliminary diagnosis. While in this case, no abdominal wall hernia was found at the first hospital 
until three months and one week after surgery, when the patient stood up, a fluctuating mass appeared at 
the lower abdomen, and the CT demonstrated that it was a abdominal hernia. As the reasons of lying in 
bed all the time after operation and no abdominal CT examination was done at pre-operation and post-
operation, the hernia was discovered so lately. The formation of the giant abdominal wall hernia could be 
summarized as three points: first, abdominal wall muscle tear partly after abdominal injury, but the 
abdominal hernia had not formed; second, the abdominal wall muscle become worse because of operation, 
additionally, incisional wound was infected, the abdominal subcutaneous layers were weaker; and the last 
one is atrophy of disuse of the abdominal wall muscle because of long-time bed. So the giant abdominal 
wall hernia was not noticed by doctors until the patient got out of the bed, as the intra-abdominal pressure 
increased accompanied with standing up, the abdominal wall hernia formed based on the above three 
reasons. It can be seen traumatic hernias are often overlooked because most of them are asymptomatic 
and the physician may be focused on other more serious injuries [8-10]. In this case, obviously, there 
were more than one reason which caused the hernia, and Wakasugi C had made an analysis in this point, 
to distinguish which reason was the most important through “degree of contribution” [9, 15-20]. With this 
case, the accident should be the underlying cause of injury, as it is the most important reason; the wound 
infection could induce necrosis and defect of muscle, so it is the contributory cause of injury; the 
appearance of small intestine and bladder injury was accompanied with the traumatic, it is classified to 
concurring cause of injury.  
4. Conclusions
In conclusion, such as these delayed abdominal wall hernia could be found earlier, even it would not 
happen. Consequently, CT examination and ultrasound play a very important role for doctors to evaluate 
associated intra-abdominal injuries. They can provide detailed information about the severity of injury to 
the abdominal wall and intra-abdominal organs. So doctors should be carefully whether the abdominal 
wall muscle and fascia was wound when they deal with closed abdominal injury, and CT scan must be 
done. The prevention of infection of incisional wound was also very important. In order to facilitate the 
communication of clinical medicine and forensic identification, clear analysis of the causality in disability 
could be an important reference.
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